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Abstract 
 
Breastfeeding provides many short and long-term health benefits to the mother and the newborn, 
however breastfeeding rates are lower among women who deliver via Cesarean Section as 
compared to those who deliver vaginally.  Key initiatives to improve successful breastfeeding 
include skin-to-skin contact soon after birth, initiation of breastfeeding within an hour of birth, 
limited maternal-newborn separation and frequent on-demand feedings. Despite the multiple 
health benefits to both the mother and the newborn, hospital policies and existing practices can 
be a significant barrier to breastfeeding.  The purpose of the project was to implement newborn 
skin-to-skin contact in the operating room as the standard of care, for all mothers who indicate an 
intention to breastfeed, and who deliver a term newborn via a scheduled Cesarean Section at The 
Ohio State University Wexner Medical Center.  
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Initiation of Term Newborn Skin-To-Skin Contact in the Operating Room Following Scheduled 
Cesarean Section:  A DNP Capstone Project 
                                                    
                                                   Chapter One 
Introduction to the Problem 
According to the American Academy of Pediatrics (AAP) (2012), breastfeeding and 
human milk is the gold standard for infant feeding and nutrition though the public health 
implications of breastfeeding extend beyond personal maternal feeding choices.  The AAP policy 
statement regarding Breastfeeding and the Use of Human Milk (2012), affirms that breast milk 
provides protection for newborns from conditions such as asthma, necrotizing enterocolitis, 
respiratory tract infections and Otis media.  A reduced risk of sudden infant death syndrome 
(SIDS), Type 2 Diabetes and obesity are additional health benefits that breastfeeding provides to 
the newborn (AAP, 2012).  The maternal benefits of breastfeeding include a decrease in 
postpartum blood loss, and postpartum depression, as well as a long-term decreased risk for 
developing Type 2 diabetes and breast or ovarian cancer (AAP, 2012).  If 90% of newborns were 
exclusively breastfed for six months as is recommended by the World Health Organization 
(WHO) and the AAP, the United States would save roughly $13 billion per year and prevent 
nearly one thousand infant deaths across the U.S. (Ohio Department of Health (ODH, 2013).   In 
spite of these benefits, Ohio has the lowest rate of breastfeeding initiation in comparison to other 
states in the region, and few mothers continue to exclusively breastfeed beyond eight weeks 
postpartum (ODH, 2013).     
While a woman’s decision to breastfeed is influenced by many factors, it is recognized 
that certain populations have lower breastfeeding rates overall.   In particular, breastfeeding rates 
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are lower among women who deliver via cesarean section (C/S) as compared to those who 
deliver vaginally (Hung & Berg, 2011; Zwedberg, Blomquist & Sigerstad, 2015).  Increasing 
breastfeeding in this group would improve outcomes for this subset of newborns. 
In general, early skin-to-skin contact (i.e., placing the naked baby prone on the mother’s 
bare chest after delivery) is associated with higher rates of breastfeeding initiation and 
breastfeeding at discharge (Redshaw, Hennegan & Kruske, 2014).   Mothers and newborns that 
experience early skin-to-skin contact are more likely to have a successful breastfeeding 
experience during the early postpartum period (Bramson et al., 2010).  Evidence for this same 
effect, specifically for newborns delivered via C/S, are more limited.  However, Stevens, 
Schmied, Burns, and Dahlen (2014) describe compelling evidence suggesting that skin-to-skin 
contact for this group of newborns would be beneficial.  
During the first hour after birth, newborns experience a period of alertness especially 
conducive to breastfeeding initiation.  Innate breastfeeding behaviors are triggered, and the well 
newborn begins salivating, head bobbing and rooting (Stevens, Schmied, Burns & Dahlen, 
2014).  The newborn may actually independently move toward the mother’s nipple and begin to 
suckle (U.S. Department of Health and Human Services, 2010).  Medical and nursing practices 
and routines must adjust to allow breastfeeding to occur within the first hour after a vaginal or 
cesarean delivery (AAP, 2012).  
Early skin-to-skin contact provides several physiologic benefits for both the mother and 
the newborn in addition to the positive effect on breastfeeding initiation (AAP, 2012).  For the 
newborn, there is evidence to support improved thermoregulation and decreased stress, as 
evidenced by a reduction in salivary cortisol levels (Takahashi, Tamakoshi, Matsushima & 
Kawabe, 2011).   For the mother, skin-to-skin contact provides the opportunity for early bonding 
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and increases patient satisfaction (Stevens et al., 2014).   According to a randomized controlled 
trial by Nolan and Lawrence (2009), time to the first breastfeeding was quicker, and newborn’s 
temperature and respiratory rate stabilized faster in the operating room with minimal separation 
from the mother after a C/S.  A randomized controlled trial by Gouchon, Gregori, Picotto, 
Nangeroni & Giulio (2010), also supports the importance of early skin-to-skin contact between a 
mother and her newborn.  Gouchon et al. (2010) compared temperatures of newborns who 
participated in skin-to-skin contact versus those who had routine care (dressed or under the 
radiant warmer), and they found that newborns who had skin-to-skin contact within one hour of 
delivery did not have hypothermia, which is a common concern.  Additionally, the length of 
early skin-to-skin contact has a positive effect on breastfeeding duration. The longer a mother 
and newborn are in skin-to-skin contact, the longer the newborn exclusively breastfeeds 
(Bramson et al, 2010).  
There are dimensions beyond quality improvement that influence the necessity for 
practice changes that support skin-to-skin in the operating room.  Healthcare providers are 
obligated to treat like patients, in a like manner (Fry, Veatch, & Taylor, 2011).   When clinically 
feasible, all patients should be offered the same evidence-based intervention(s) that increase 
chances for breastfeeding success and enhance the breastfeeding experience regardless of 
convenience to the practitioners.  The opportunity for the mother-baby dyad who delivers by C/S 
to benefit from skin-to-skin contact is an issue of social justice.  As the responsibility of caring 
for the well newborn in the operating room is typically under the purview of nurses, this topic is 
relevant to nursing practice. 
The Ohio State University Wexner Medical Center (OSUWMC) is a large academic 
medical center located in central Ohio that delivered over 4,800 births during fiscal year 2015. 
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As a nursing leader within this health system, and an active member of The Association of 
Women’s Health, Obstetric and Neonatal Nurses (AWHONN), an organization that advocates 
strongly on behalf of breastfeeding as the best choice of infant feeding, this Doctor of Nursing 
Practice (DNP) student is concerned that women who deliver via C/S are not offered the same 
opportunity for skin-to-skin contact with their newborns as women who delivery vaginally.  In 
comparison to other states in the region, Ohio has the lowest rate of breastfeeding initiation and 
few mothers continue to exclusively breastfeed beyond eight weeks postpartum (ODH, 2013).   
In the first quarter of 2014, The Joint Commission, an independent not-for-profit organization 
that accredits and certifies health care organizations, began including exclusive breast milk 
feeding (considering mother’s choice) as one of several required perinatal core measures.  Data 
collected by OSUWMC in compliance of this reporting requirement, reveals that exclusive 
breast milk feeding through the end of 2014 did not exceed 38.1%.  Third quarter 2015 data 
indicates an increase in exclusive breast milk feeding to 68.4%.  As these statistics indicate, 
OSUWMC remains below the Healthy People 2020 breastfeeding goal of 81% initiation (ODH, 
2013).   Despite the multiple health benefits to both the mother and newborn, hospital policies 
and existing practices can be a significant barrier to breastfeeding (Morrison & Ludington-Hoe, 
2012).    
Purpose of the Project 
The purpose of this DNP capstone project is to improve breastfeeding rates for mothers 
intending to breastfeed who are undergoing routine, scheduled cesarean delivery of a term 
newborn at OSUWMC.  According to the Institute of Medicine (2014), all healthcare should be 
delivered in a safe, effective, patient centered, timely, efficient and equitable manner.  Hospital 
practices are often barriers when it comes to providing the six dimensions outlined by the 
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Institute of Medicine (IOM).   This DNP project will change the current workflow of healthcare 
providers within the Department of Women and Infants at OSUWMC by making skin-to-skin 
contact in the operating room (OR), the standard of practice for all scheduled term deliveries.   
Significance of This Project to Nursing and Health Care 
This clinical project is an important priority because breastfeeding provides many short 
and long-term health benefits to the mother and the newborn.  This intervention would enhance 
breastfeeding rates and ultimately the overall health of Ohio Citizens.  Ohio has the lowest rate 
of breastfeeding initiation in comparison to other states in the region, and few mothers continue 
to exclusively breastfeed beyond eight weeks postpartum (ODH, 2013).   OSUWMC encourages 
skin-to-skin contact after a vaginal birth, however this same practice is not currently offered in 
the delivery room after a C/S.  If 90% of newborns were exclusively breastfed for six months as 
is recommended by the World Health Organization (WHO) and the AAP, there would be a 
significant reduction in healthcare cost and infant mortality (ODH, 2013).   
Project Objective  
The objective of this project was to develop and implement a protocol that supports 
newborn skin-to-skin contact in the operating room as the new standard of care for all term, 
scheduled C/S deliveries whose mothers intend to breastfeed.  
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Chapter Two 
Clinical Practice Problem Statement 
For women intending to breastfeed and undergoing scheduled cesarean section at term 
(P), what is the effect of skin-to-skin contact with the newborn in the operating room (I) on 
breastfeeding rates (O) compared with women intending to breastfeed and undergoing scheduled 
cesarean section at term whose newborns who do not have skin-to-skin contact with their mother 
in the operating room (C), during the initial hospital period (T)?  
Evaluation of the Literature 
An exhaustive search of the literature was completed.  The literature search was 
organized into three main topic headings.   Those subject headings included: 
 Skin-to-skin contact in the operating room 
 Physiologic benefits of skin-to-skin contact 
 Skin-to-skin contact and its effect on breastfeeding 
The initial search was limited to include only articles written within the past five years (2010-
2015).  However, several important articles published between 2005 and 2010 were included as 
these were foundational to more contemporary literature. 
 Skin-to-Skin Contact in the Operating Room.  This portion of the literature review was 
completed in the CINAHL and PubMed databases.  Search term #1 included skin-to-skin contact 
or cesarean section.  Search term #2 included cesarean section, skin-to-skin contact or kangaroo-
mother care method.  During one of the PubMed searches, breastfeeding, was used as the third 
search term.  Fourteen articles resulted from the use of the above-mentioned search terms.   
 Physiologic Benefits of Skin-to-Skin Contact.  For this portion of the literature review, 
CINAHL and PubMed were the databases used.  Search term #1 included physiologic effects, 
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skin-to-skin contact, cesarean section, physiologic benefits or short-term benefits.  Search term 
#2 included skin-to-skin contact, physiologic effects, kangaroo care, skin-to-skin, newborn 
transition or kangaroo mother-care.  When searching this topic, occasionally a third search term 
was used.  These terms included newborns, cesarean, skin-to-skin contact, after cesarean section 
or kangaroo mother-care.  Nine articles resulted using the above search terms for the physiologic 
benefits of skin-to-skin contact. 
 The Effect of Skin-to-Skin Contact on Breastfeeding.  For this topic, CINAHL was the 
only database searched.  The only search term used for search term #1 was skin-to-skin contact.  
Search term #2 included breastfeeding or breastfeeding outcomes.  For search term # 3, cesarean 
section was the term used.  This search resulted in fourteen articles. 
Synthesis of the Literature.  In addition to the articles found during the primary 
literature search, four additional articles of interest were identified that were referenced within 
articles found during the primary literature review. Of the 37 articles found during the exhaustive 
search, two of the articles were excluded, as the population of interest was preterm newborns.  
One Spanish language article was excluded as there was not an English version available.  Seven 
articles were also excluded because they were innovation papers detailing the implementation 
process of skin-to-skin contact in a specific facility.  After duplicate articles were discarded, there 
remained twelve articles that were reviewed and evaluated for strength of the evidence, quality 
of the evidence and the generalizability of the evidence to this DNP student project.  Of the 
twelve articles, one was a systematic review, five were randomized controlled trials, one was a 
cohort study, three were qualitative or descriptive studies and two were expert opinion articles.  
Table 1 in the appendix section of this document, provides an overview of the Levels of 
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Evidence Synthesis Table.  Table 2 provides the Evaluation Table for each of the 12 articles used 
as part of the literature review for this DNP project.   
Skin-to-Skin Contact in the Operating Room.  The transition from intrauterine to 
extrauterine life represents one of the most dynamic events that a human will experience during 
their life cycle (Takahashi et al., 2011).  Early skin-to-skin contact is not a routine practice after a 
C/S delivery (Bramson et al., 2010).  According to a special report by the American College of 
Obstetricians and Gynecologist (ACOG) (2007), the immediate postpartum period should allow 
a mother and her newborn to experience optimal bonding that includes immediate physical 
contact, preferably in the form of skin-to-skin.  
There were four articles from this portion of the literature review that used healthy, low 
risk women with normal, singleton, term newborns as their patient population.  Two of the 
articles focused exclusively on C/S patients and the other two articles included patients who 
delivered either vaginally or by C/S.   The randomized control trial article by Nolan and 
Lawrence (2009), and the expert opinion article by Phillips (2013), both looked at breastfeeding 
initiation, thermoregulation and cortisol levels of the newborn.  Both of the articles supported 
improved breastfeeding initiation by the newborn after participating in skin to skin contact, 
however only one of the articles demonstrated statistical significance.  Both articles stated that 
the newborn had improved thermoregulation during skin-to-skin contact as compared to being 
wrapped in a blanket or kept under a radiant warmer.  The Phillips (2013) article showed 
evidence that newborns have a decreased salivary cortisol level indicating a decreased stress 
response, after participating in skin-to-skin contact.  The Nolan and Lawrence (2009) article 
included 50 participants, and also evaluated salivary cortisol level of newborns.  However, their 
study showed an increase level of cortisol.  The authors stated that 30% of the salivary cortisol 
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levels were insufficient for proper analysis and hence the results of the cortisol testing from their 
study should be used with caution.  
The remaining three articles found were not used as supporting evidence for project 
initiation, however these articles were kept as reference articles.  The articles contained key 
points, metrics and tips on interprofessional collaboration that would be beneficial to consider 
when developing the protocol for this skin-to-skin project.  
Physiologic Benefits of Skin-to-Skin Contact.  There are numerous benefits of skin-to-
skin contact documented in the literature.  The literature states mothers who have participated in 
skin-to-skin contact have improved bonding and attachment to their newborns (Haxton, Doering, 
Gingras & Kelly, 2012).  They also have an increased sense of mastery and confidence in their 
ability to breastfeed (Moore, Anderson, Bergman & Dowswell, 2012).  Women with a decreased 
sense of confidence are three times more likely to wean early and have a perceived insufficient 
milk supply (Moore et al., 2012).   Considering all the physiologic benefits of skin-to-skin 
contact, this intervention would be beneficial for all patients, regardless of their feeding choice.  
For the purposes of this project however, this DNP student concentrated only on those mothers 
who intended to breastfeed.  In addition to the emotional connectedness between a mother and 
her newborn, there are physiologic and biochemical benefits to skin-to-skin contact (Takahashi, 
Tamakoshi et al., 2011).  Temperature regulation of the newborn is one of the physiologic 
benefits of skin-to-skin contact.  According to Moore et al. (2012), newborns who participated in 
skin-to-skin contact with their mother had significantly less temperature variability, and were 
more likely to remain in the neutral thermal range of 36.5 to 37.5 degrees centigrade.  
Temperature stability occurs provided the newborn is dried, the wet linens are removed, and a 
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dry hat is placed on the infant.  The mother-infant dyad should also have a pre-warmed blanket 
across the newborns’ back during the skin-to-skin contact experience (Moore et al, 2012).   
 From a biochemical perspective, the literature supports a significant reduction in salivary 
cortisol levels for term newborns that are placed skin-to-skin with their mothers within five 
minutes of delivery, and remain in skin-to-skin contact 60 to 120 minutes after birth (Takahashi 
et al., 2011).   There are no known disadvantages to either immediate or early skin-to-skin 
contact after a C/S (Stevens et al., 2014). 
The three major studies from this category were all conducted in foreign countries. One 
study was conducted in Japan, one in Spain and the other in Italy.  All three of the studies 
focused on healthy, singleton full-term infants, and mothers who had uncomplicated pregnancies.  
One article focused solely on newborns who delivered via C/S, one evaluated the physiological 
effects in vaginal deliveries and the third evaluated the physiologic effects in both vaginal and 
C/S patients.  Two of the three studies looked at the effect that skin-to-skin contact had on 
breastfeeding exclusivity and thermoregulation.  Both the study from Marin et al (2010) and 
Gouchon et al (2010) showed that newborns that have skin-to-skin contact with their mother 
have a statistically significant increase in breastfeeding exclusivity and they have better 
thermoregulation.  The Gouchon et al (2010) study also stated that breastfeeding initiation and 
maternal satisfaction was higher with skin-to-skin contact.   The third study from this group was 
from Takahashi et al. (2011).  Their study measured the salivary cortisol levels of the newborns 
at different points in time.  Their study showed a decrease in salivary cortisol of the newborn 
when exposed to skin-to-skin contact soon after birth.    
The Effect of Skin-to-Skin Contact on Breastfeeding.  The AAP recommends that 
healthy newborns remain in skin-to-skin contact with their mother until after the first 
SKIN-TO-SKIN CONTACT 13 
 
breastfeeding (Bramson et al., 2010).  The longer the delay between delivery and the first 
feeding, the more likely the newborn is to receive supplementation (ACOG, 2007).  According to 
Bramson et al. (2010), the longer the mother-infant dyad experience early skin-to-skin contact 
during the first three hours after birth, the more likely that the mother will continue to 
exclusively breastfeed during the hospital stay.  
In this section, 5 articles were reviewed.  The Redshaw et al. (2014) study was from 
Australia and the study by Moore et al. (2012) was a randomized controlled trial.  The other three 
articles looked at the effect of breastfeeding initiation after skin-to-skin contact. Moore and 
Anderson (2007), Moore et al. (2012) and Carfoot, Williamson and Dickerson (2005) all 
demonstrated an increase in breastfeeding initiation with skin-to-skin contact.  The Carfoot et al. 
(2005) article also stated an increase in maternal satisfaction and newborn thermoregulation after 
experiencing skin-to-skin contact between the mother and newborn.  The article by Bramson et 
al. (2010) noted an increase in exclusive breastfeeding during the hospital stay when skin-to-skin 
contact occurred soon after birth.   The National Guideline Clearinghouse from the Agency for 
Healthcare Research and Quality (AHRQ) was searched as well. Articles and other supporting 
evidence for breastfeeding were found, but none that directly tied skin-to-skin contact to 
breastfeeding outcomes.  
Summary of the Literature. Separating the mother and the newborn after a C/S can lead 
to delayed breastfeeding, decreased maternal satisfaction and a decrease chance of the mother 
and/or newborn from benefiting from the physiologic and neurobehavioral benefits that skin-to-
skin contact offers (Stone, Prater & Spencer, 2014). Separation of the mother and newborn after 
delivery has been standard practice in many healthcare organizations (Morrison & Ludington-
Hoe, 2012).  Evidence shows that many hospital practices affect the exclusivity and duration of 
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the breastfeeding experience for the mother and newborn throughout the first year of life 
(Bartick, Stuebe, Shealy, Walker & Grummer-Strawn, 2009). There is a need for a conceptual 
change in the way healthcare organizations provide care to the mother and infant.  As mentioned 
previously, medical and nursing practices and routines must adjust to allow breastfeeding to 
occur within the first hour after a vaginal or cesarean delivery (AAP, 2012).  
Evaluation of Internal Evidence 
Internal Data Collected.  Per institutional policy, a Data Quality Release Form was 
completed.  The form was approved by the Director of Nursing Quality and the Chief Quality 
Officer at OSUWMC, allowing access to the Electronic Medical Record (EMR) system and  
historical breastfeeding data for OSUWMC.  Data collected included the gestational age of the 
newborn, newborn temperature in the operating room and recovery room, whether or not the 
newborn breastfed in the recovery room and whether or not the newborn was breastfeeding at the 
time of hospital discharge. 
Prior to implementing this DNP project in the OR on Labor and Delivery, baseline data was 
collected that included newborn temperature in the OR, newborn temperature in PACU, how 
many mothers breastfed their newborn in the PACU and what percent of those mothers were still 
feeding breastmilk to their newborn upon discharge from the hospital.  This baseline data 
consisted of a retrospective chart review of the operative deliveries at OSUWMC during 
November 2015.  The only charts that were reviewed were those in which the mother stated prior 
to delivery that her feeding choice was breastfeeding, the gestational age of the newborn was 37 
completed weeks or higher, and the C/S was scheduled ahead of time.  C/S deliveries that 
occurred urgently, STAT or for failure to progress (FTP), were not used in this review.  After all 
outlying cases were removed, there were 40 charts from November 2015 that were reviewed by 
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this DNP student.   The findings from the November retrospective chart review are described 
below. 
 24 of the 40 mothers breastfed their newborn in the PACU (Appendix 2) 
o 71% of those mothers (17 of the 24) were feeding their newborn breastmilk only 
at the time of hospital discharge 
o 21% of those mothers (5 of the 24) were feeding a combination of breastmilk and 
formula to their newborn at the time of hospital discharge 
o 8% (2 of the 24) were feeding their newborn formula only at the time of hospital 
discharge  
A request was also placed with the Information Warehouse, in an effort to obtain the total 
number of patents who delivered by C/S at OSUWMC in calendar year 2015 (Appendix 3).  
From that report, there were 770 patients during calendar year 2015 who delivered a healthy, 
term newborn by C/S.  Of those 770 patients, 80% of them intended to breastfeed their newborn, 
however only 47% of them were breastfeeding at the time of discharge from the hospital.  
Prior to implementing this DNP project, skin-to-skin contact in the OR was rarely done.  For 
example, during calendar year 2015, only 4% of the term, scheduled C/S have documentation of 
skin-to-skin contact in the OR (Appendix 3).  
Routine Care Observed.  OSUWMC is consistent with many other hospitals across the 
country.  Newborns delivered by C/S are routinely separated from their mother soon after birth 
and are not given the opportunity for skin-to-skin contact in the operating room.  At OSUWMC, 
standard practice is that the newborn is handed from the surgical field to a member of the 
neonatology team who takes the baby to the  radiant warmer where the newborn is dried, 
stimulated, vital signs are taken and the Apgar scores are assigned.  Once the neonatology team 
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determines the newborn to be stable, the newborn is either left under the radiant warmer, or is 
wrapped in a blanket and held by the father or support person, typically at the head of the 
operating table where the mother can view and touch the baby.   Once the surgical repair of the 
mother is complete and she is ready to exit the operating room, the newborn is handed to the 
mother, and the mother and newborn are transferred together to the recovery room on the gurney. 
Synthesis/Summary of Internal Evidence. The background data demonstrated that the 
majority of mothers stated an intention to breastfeed their newborn.  However, the number of 
those mothers who were still feeding their newborn breast milk at discharge was significantly 
lower.  During calendar year 2015, OSUWMC delivered 770 healthy, full term newborns via 
C/S.  80% of those mothers stated an intention to breastfeed their newborn, however only 4% of 
those newborns were in skin-to-skin contact with their mother for at least 30 minutes within the 
first hour of birth.  Of the 770 patients, only 47% of them were breastfeeding at the time of 
hospital discharge.  While this data may appear that the institutional practices fell short, up until 
this point in time, this type of data has never been pulled nor evaluated for C/S deliveries, nor 
have we questioned the current practices/procedures within the operating room setting.   
Theoretical Basis 
Conceptual Framework. The Diffusion of Innovations Theory for Organizational 
Change was used as the conceptual framework for designing the implementation strategy for the 
project.  Everett Rogers, a professor of communications, is the individual who popularized this 
theory in 1962.  A bell-shaped curve is used to depict the rate of adoption by individuals 
whenever there is a new innovation or change taking place within an organization (Melnyk & 
Fineout-Overholt, 2011).  As shown in Figure 1, the group on the far left of the bell curve are 
known as the innovators.  This group makes up approximately 2.5% of individuals and tends to 
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represent those individual who think outside the box and recognize opportunities for change 
(Melnyk & Fineout-Overholt, 2011).  In the case of this project, this DNP student would fit into 
the innovator category.  The group to the right of the innovators on the bell shaped curve, are the 
early adopters.  Also known as the opinion leaders, this group makes up 13.5% of individuals.  It 
is this group of individuals that are highly influential within an organization and encourage 
others to adopt new strategies (Melnyk & Fineout-Overholt, 2011).  As one moves from left to 
right across the curve, there are the early majority, the late majority and then the laggards.  This 
theory is an appropriate one for this type of innovation project, as it emphasizes which group of 
individuals are the ones that can help the innovator gain momentum with project implementation.  
In practice, this resulted in a collaborative approach with the nursing and physician leaders 
relevant to the success of the project.  One key strategy was to get “early adopters” 
recommendations from unit and department leaders.  These individuals played important roles in 
project implementation and institutional culture change.  
Model of Evidence-Based Practice. The model of evidence-based practice used was the 
Model for Evidence-Based Practice Change by Rosswurm and Larrabee (1999).  This model is 
based on theoretical and research literature related to change theory and evidence-based practice, 
and is meant to guide practitioners through the process of developing and then integrating an 
evidence-based practice change into an organization (Rosswurm & Larrabee, 1999).   There are 
several key reasons why Rosswurm and Larrabee’s Model for Evidence Based Practice Change 
is the most appropriate model for this project.  First, this model involves stakeholders from the 
very beginning.  These are the individuals who know first-hand the intricacies of their daily 
practice.  Secondly, this model emphasizes review of the evidence.  While this might sound like 
an obvious requirement whenever an innovation or change in practice is proposed, this step is 
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often overlooked.  Thirdly, this model emphasizes the need for periodic monitoring of the 
outcomes.  The control component of this model is critically important to ensure that the process 
is performing at the desired level (Ransom, Joshi, Nash & Ransom, 2008).  Lastly, as presented 
in Figure 2, the steps in Rosswurm and Larrabee’s model are very similar to those found in the 
Define, Measure, Analyze, Improve and Control (DMAIC) approach for quality improvement 
that is used at OSUWMC (Figure 3).  Given that the DMAIC model is a familiar quality 
improvement tool used at OSUWMC, Rosswurm and Larrabee’s model is a logical model for 
this project.  
 Project Alignment with Organizational and Departmental Goals 
 This project to initiate skin-to-skin contact after scheduled cesarean section took place in 
the Department of Women and Infants, Labor and Delivery unit at OSUWMC.  Since 2009, The 
Department of Women and Infant Nursing have been utilizing the concept of Family Centered 
Maternity Care as the driving principle for care delivery within the department.  Celeste Phillips, 
the creator of the Family Centered Maternity Care (FCMC) concept, believes that the 
hospital/patient relationship is important and should offer a comprehensive product, not just 
periodic services.  The ten guiding principles to FCMC are presented in Table 3.  Principle #1 
aligns with this project, as childbirth should be considered a state of wellness, not illness.  If a 
mother has to have a cesarean section, which is considered to be major surgery, this project is 
incorporating elements of a normal delivery (i.e. skin-to-skin contact) into the operating room, so 
that the mother and newborn can benefit from that experience. 
Principle #1:  “Childbirth is seen as wellness, not illness.  Care is directed to maintaining 
labor, birth, postpartum, and newborn care as a normal life event involving dynamic 
emotional, social and physical change” (Phillips & Fenwick, , 2010, p. 2). 
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Principle #4 also aligns nicely with this DNP project.  Even though the mother must have a C/S, 
the interdisciplinary team encourages and facilitates best practice initiatives that will enhance 
patient outcomes and provide the family with the birthing experience they desire. 
Principle #4:  “The hospital team helps the family make informed choices for their care 
during pregnancy, labor, birth, postpartum and newborn care, and strives to provide them 
with the experience they desire” (Phillips & Fenwick, 2010, p. 3).   
The institutional change initiated through this project is also in alignment with the mission of 
OSUWMC. The medical centers’ mission is “to improve people’s lives through innovation in 
research, education and patient care” (OSUWMC, 2011).  This DNP project focused on 
providing skin-to-skin contact, an evidence-based initiative, to mothers who deliver via C/S so 
that they too have the opportunity to experience the short and long-term health benefits of this 
intervention.     
Recommendations Summary 
The evidence in the literature supports skin-to-skin contact between a mother and the 
term newborn, immediately or very soon after birth, regardless of the delivery method (American 
College of Obstetricians and Gynecologist (ACOG), 2007; Bramson et al., 2010; Marin et al., 
2010; Takahashi et al., 2011).  The position statements from all of the relevant professional 
organizations are in agreement with this as well (AAP, 2012; ACOG, 2007; AWHONN, 2015).   
Based on its own internal data, OSUWMC falls short of goals for breastfeeding initiation.  Skin-
to-skin contact is routine after a vaginal delivery, but this best practice intervention had not yet 
carried over into the operating room setting.   This DNP student recommends that OSUWMC 
adopt skin-to-skin care in the operating room after scheduled term cesarean sections as the new 
standard of care. 
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Chapter Three 
Plan for Implementation of Practice Change 
Communication. OSUMWC is a level III maternity center where women deliver more 
than 4,800 newborns each year.  The size of the organization, and the fact that it is an academic 
teaching institution, adds to the complexity of this project.   First, buy-in from the Nursing 
Director for the Department of Women and Infants, as well as the Nurse Manager of Labor and 
Delivery, was accomplished.  Both individuals signed a letter of support endorsing the 
implementation of this project in the operating rooms within the Labor and Delivery unit at 
OSUWMC.  Individuals from five main stakeholder groups (project champions) were included 
in the education, planning and implementation of this project.  Those groups included Registered 
Nurses (RN), Obstetricians, Neonatologist, Anesthesiologist and the Labor and Delivery nursing 
leadership team.   Their personality, eagerness to adopt change within their practice, and their 
sphere of influence all were taken into consideration prior to asking them to be a project 
champion.  Out of courtesy, a letter was sent to the physician leaders (Obstetric, Neonatology 
and Anesthesia) within the department even though they were not chosen as the project 
champions.   All OB physician leaders acknowledged receipt of the email and stated their support 
for this project.  The neonatology physician leaders did not respond to the email, but they 
verbally stated their support of this project during an informal face-to-face conversation in L&D. 
No response was received from the anesthesia physician leader until after the project went live.  
Prior to go-live, no email was received from this individual, nor did he state an objection during 
a mutually attended meeting within the department. The lack of response by this individual was 
not unexpected. According to the Diffusion of Innovation Theory for Organizational Change, this 
physician would be considered to be from the laggard category on the adoption curve.  Ideally 
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these are not the type of individuals one would seek out to help champion a change, however due 
to this individual’s position within the department, the attempt to communicate with him was 
important. 
The project champions from each of the five stakeholder groups were contacted and 
encouraged to attend one of the 2 informational meetings scheduled on December 14 and 15th, 
2015.  The meeting dates and times were selected after a review of the physician and nurses 
schedules.  Emphasis was placed on picking times when the majority of the staff were scheduled 
to work, thus increasing the likelihood of personal interaction and attendance at the informational 
meeting.  Several of the physician champions responded to say that they would not be able to 
attend, but they were interested in receiving the information.  Due to the unpredictable and 
infrequent visits to OSUWMC by one of the physicians, finding a mutually agreeable time to 
meet and discuss this project was impractical.  As a result, the information was emailed to the 
physician and she was encouraged to contact me if she had questions or concerns regarding the 
content.  No concerns were voiced.  The other physician who could not attend the information 
session(s) was the anesthesiology champion.  A meeting time was arranged and that individual 
was presented with the proposed project, supporting literature and draft protocol in a one to one 
meeting.  The only feedback received was her agreement that at no time, should the 
anesthesiologist be responsible for the newborn during skin-to-skin contact.  The Nursing 
Director, the L&D Educator, several of the Neonatal Nurse Practitioners (NNP), as well as 
several of the RN champions attended the informational session.  The clinical problem was 
discussed, along with the results of the literature review and supporting evidence.  The draft 
protocol was shared and the project champions were encouraged to provide feedback.  The L&D 
nurses provided feedback in the form of clarifying language.  As an example, instead of saying 
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“the second nurse”, they encouraged the document to say “baby nurse”.  This change in 
terminology clarified the role of the nurse using language already being used in the unit.  Other 
than suggestions for wording, there were no requests for content changes.  Project champions 
who were not able to attend one of the scheduled informational meetings, were contacted 
individually to ensure that they too had all the information and all their questions were answered.  
Recognizing and validating the concerns of the teams regarding potential barriers and. involving 
them in creating feasible solutions was also important and critical to the success of this project.  
Existing staff meetings and operation councils were utilized to further expand the message that 
skin-to-skin care in the OR was becoming standard of care.  OSUWMC has an OB Operations 
Council that is made up of an interdisciplinary team s from obstetrics, anesthesia, neonatology 
and nursing.  This council meets monthly to discuss quality initiatives or areas of concern 
regarding patient care.  The highlights of this project were presented to the interdisciplinary team 
at a January 2016 meeting. Attendees at that meeting  included OB attending’s, OB residents, 
Nurse Midwives, Neonatologist, Anesthesiologist, nurse leaders, Labor and Delivery (L&D) staff 
nurses and the L&D nurse educator. This DNP student also attended all four of the L&D January 
staff meetings (January 12th and 14th, 2016).  The basic principles of this project, the supporting 
literature and the protocol were shared with the staff nurses and OR techs that were in 
attendance.  Prior to the January 26, 2016 project go-live, an  ISBAR (Introduction, Situation, 
Background, Assessment and Recommendation) communication document was created and 
shared with the staff describing the upcoming practice change  (ISBAR is the standardized 
format for communication that is used at OSUWMC) (Refer to Table 4). In addition to the 
ISBAR document, a skin-to-skin contact FAQ was also created and shared with the staff (Refer 
to Table 5).  The FAQ document defined skin-to-skin contact, briefly described the benefits of 
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skin-to-skin contact, and alerted them to the importance of proper positioning so that the 
newborns’ airway remains open and patent.   
Time Line. Figure 4 represents the original timeline that was used to guide this project.  
As with many projects, some steps of the process of practice change may take longer than 
anticipated.  The original timeline estimated a go-live for skin-to-skin contact in the OR 
beginning mid-November of 2015.  However, go-live did not occur until January 26, 2016.   In 
this case, the delay in implementation was due to some changes in the process for DNP student 
project approval at the OSUWMC, and the number of approval steps required prior to project 
initiation.  Originally, an Institutional Review Board (IRB) submission was written and 
submitted.  Soon thereafter, a Human Subjects Research Assessment Form was created and 
implemented by the Ohio State University College of Nursing.   Through a question and answer 
format, the form leads the student through a process of determining a project status as a quality 
improvement project or research requiring IRB approval.  Through this process was determined 
that this DNP project was indeed an evidence-based quality improvement project and the IRB 
submission was retracted.  Other steps required for project approval included review by Graduate 
Student Feasibility Review Committee and the Privacy Officer of the OSUWMC.  After 
receiving approval by these groups, project planning, data collection and implementation began. 
Feasibility and Cost. The implementation of this DNP project impacts the workflow of 
many different individuals within the operating room.  Moran-Peters, Zauderer, Goldman, 
Baierlein and Smith (2014) described a change in workflow for sterile drape placement, type of 
medications given to mother after surgery and timing of newborn transportation to the nursery.  
Hung and Berg (2011) stated additional changes in practice may include untying the mother’s 
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arms after delivery, and moving the location of the suction canister and anesthesia stand to 
accommodate close observation of the mother and newborn while in skin-to-skin contact.   
AWHONN has been an advocate for skin-to skin in the OR as evidenced by the number 
of national conference presentations related to this topic offered over the past three years.  In 
addition to the potential barriers that have been mentioned in the literature, the AWHONN 
presentations also mentioned the need to place the ECG leads up higher on the mother’s chest 
and off to the side near the shoulders (Stone, Prater & Spencer, 2014).  Alternative placement of 
the ECG leads, facilitates increased comfort for the newborn when placed on the mother’s chest.  
Additionally, presentations at the 2014 and 2015 AWHONN national conferences also mentioned 
the need to place the newborn horizontal across the mother’s chest, instead of vertically.  This 
allows the obstetrician to continue the surgical repair of the maternal abdomen while the mother 
and newborn experience skin-to-skin contact.        
 Specific to OSUWMC, the implementation of skin-to-skin contact in the OR for term 
newborns and their mothers required a change in workflow for the RNs, anesthesiology and 
neonatology teams.  Placement of the anesthesia work-stand needed to be moved and the 
anesthesiologist agreed to let the mother’s arms free from the sideboards after the newborn had 
been delivered.  Until recently, the workflow of the neonatology team was to take the baby to the 
Well Baby Nursery after the infant had been stabilized. More recently, the neonatology team 
agreed to leave the newborn in the operating room either under the radiant warmer, or to be held 
by the father or significant other, while the mother’s surgical repair was completed.  As a result, 
this student anticipated that this project would be cost neutral, as there is already an individual 
who is responsible for caring for the newborn while in the operating room.   
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The Baby Nurse, who is considered to be the second nurse in the operating room and the 
individual whose sole responsibility is to care for the newborn, is the individual who now 
oversees the care of the newborn once neonatology leaves the OR.  Now that skin-to-skin contact 
has been implemented in the OR as the standard of care, mothers are now able to have their 
infant on their chest, skin-to-skin, after the initial vital sign and 1 and 5 minute Apgar scores 
have been completed.  Either a member of the neonatology team or the baby nurse will bring the 
baby over to mom, and place the newborn in the correct position on her chest.  From that point 
forward, it is the responsibility of the baby nurse to continue to monitor the newborn (coloring, 
vital signs, and safety) from a safe distance all while facilitating family bonding and allowing 
anesthesiology enough room to continue their work.       
According to the Neonatal Resuscitation Program (NRP) guidelines, at every delivery 
there must be at least, one NRP trained individual whose sole responsibility is the newborn 
(Kattwinkel et al., 2010).  Either a member of the neonatology team or the baby nurse must stay 
in the OR to care for the newborn until the mother and newborn move to the recovery room.  
From a financial perspective, the addition of skin-to-skin contact in the operating room required 
minimal financial resources (Hung & Berg, 2011).  Since there is a second nurse in the OR 
already (the “baby nurse”), this student’s evidence based quality improvement project was not 
projected to have a significant impact on workflow or finances.  However, after project go-live, it 
became apparent that prior to implementing this project in the OR as the standard of care, the 
baby nurses were not consistently staying in the OR to monitor the newborn as required by NRP 
guidelines. It was common practice for the baby nurse to leave the OR to retrieve newborn 
Vitamin K and Erythromycin eye ointment from the unit Pyxis machine, and then return to the 
OR.  After newborn medications were given, and another set of vital signs completed, the 
SKIN-TO-SKIN CONTACT 26 
 
newborn was often left in the OR to be monitored by the circulating nurse.  Soon after 
implementing this DNP project, it became clear that the workflow issue of the baby nurse needed 
to be addressed.  The unit nursing leaders became involved and a plan was created to address this 
issue.  Medication administration was now going to be delayed until the mother and newborn 
were in the PACU. Unit nursing leaders also communicated to the RN staff the expectation that 
the baby nurse must remain in the OR for the entire time, with their sole responsibility to monitor 
and watch over the newborn.   
It is anticipated that the proposed change in practice will have a positive effect on 
healthcare cost and quality of care for patients who deliver at OSUWMC.   As mentioned 
previously, early skin-to-skin contact in the OR has a positive effect on breastfeeding success.  
The annual savings for the U.S. would be $13 billion, if 90% of newborns were exclusively 
breastfeed during the first six months of life (ODH, 2013).  Adjusting hospital practices to allow 
this early skin-to-skin contact to occur, sets the stage for the mother and newborn to have the 
best chance of breastfeeding success.  In addition to a reduction in healthcare cost and improved 
quality of care, skin-to-skin contact in the operating room has a positive effect on maternal 
satisfaction (Hung & Berg, 2011). This is an important consideration since patients are now 
asked to rate their hospital experience.  The Hospital Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) survey is an instrument and data collection methodology that 
measures patients’ perceptions of their hospital experience.  This information is shared publically 
and is tied to healthcare reimbursement (Center for Medicare and Medicaid Services (CMS), 
2014). Maternal satisfaction with skin-to-skin will likely be reflected in the organization’s 
HCAPS score.   Since discussion of this project began, OSUWMC has already begun to receive 
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positive comments from patients on the HCAP survey regarding their experience with skin-to-
skin contact in the operating room. 
Readiness for Change.  Even though skin-to-skin contact seems like an easy 
intervention to implement in the healthcare setting, it takes time, collaboration and commitment 
by key stakeholders to move a project such as this forward.  As with most quality improvement 
initiatives, there are barriers and hurdles that must be overcome.  Internal and external data needs 
to be collected, a problem must be identified, and then the problem must be linked to the 
interventions and outcomes (Melnyk & Fineout-Overholt, 2011).  
Open dialogue and communication among team members is important for initiating and 
helping to sustain the change. In the case of this project, nursing and physician leadership within 
the department have been very supportive, and the unit is adequately staffed with RNs and 
support staff.  For this reason, the DNP student felt that the Labor and Delivery unit at 
OSUWMC was ready to take on this change in practice.   
Project Design.  Rosswurm & Larrabee’s Model for Evidence-Based Practice 
incorporates evidence into the project, and the steps closely align with DMAIC methodology, 
which is the preferred method of process improvement at OSUWMC.  Step 1 of Rosswurm and 
Larrabee’s model was to assess the need for the change in practice.  Observation of current 
practices within the OR, and review of internal and external data validated the need for practice 
change.   Step 2 included planning the literature search and reviewing research concepts. Step 3 
involved critical analysis and synthesis of the literature.  A thorough literature search was 
completed, and the articles were evaluated and leveled (Table 1 and 2).  The evidence was 
critiqued through the use of a structured critique worksheet, which facilitates evaluation of the 
strength of the evidence.  Step 4 in the Model of Evidence-Based Practice Change involved 
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designing the practice change, identifying needed resources, designing a pilot and how it will be 
evaluated, as well as designing a plan for project implementation (Melnyk & Finout-Overholt, 
2011).  Once the stakeholder champions were identified, the team determined what the process 
variables were and what the sequence of care activities should be.  The variables and care 
activities were listed, and placed into a draft protocol.  It was important to keep the protocol as 
simple as possible, as this enhances the likelihood that the protocol will be accepted and utilized 
by the healthcare team (Rosswurm & Larrabee, 1999). Refer to Appendix 1 below for a detailed 
description of the protocol that was used to implement this project. Step 4 also included planning 
for the dry run.  This step was important considering the size of the institution and the number of 
interdisciplinary team members involved in the care of the mother and newborn in the operating 
room (Melnyk & Finout-Overholt, 2011).  The first key component of Step 5 was 
implementation of the dry run.  After the dry run was completed, the team identified a “go-live” 
date for this practice change.  Step 6 was the final step in this model.  This step includes 
integrating the practice change into the healthcare environment and working to maintain the 
desired change over time.  It is critically important for the early adopters to be involved in this 
step of the change process.   This step continues to be the most difficult step of the process, since 
this evidence-based quality improvement project involves so many disciplines and not everyone 
has had the chance to participate in this initiative.  Disseminating the results and celebrating the 
success is another important component of Step 6 (Melnyk & Finout-Overholt, 2011).  As part of 
the dissemination process, this project will be presented at the 2016 AWHONN Ohio state 
nursing conference.  An abstract will also be submitted to the 2017 national AWHONN 
conference for a podium presentation, and plans are underway to submit an article abstract in 
either an AWHONN or Nursing Quality journal.  
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Outcome Measures and Data Collection. There were two main outcome measures for 
this project.  The first outcome measure is the total number of women scheduled for cesarean 
delivery and eligible for skin-to-skin care, as compared to the number who were provided the 
skin-to-skin intervention over a 4-week period.  The second outcome measure is the percentage 
of C/S patients who participated in the skin-to-skin contact and were still breastfeeding at the 
time of discharge from the hospital.    
A excel data collection spreadsheet was developed for data collection. The L&D Manager 
Report, which is a component of the electronic medical record, was reviewed on a weekly basis 
to identify patients who were eligible for skin-to-skin contact in the OR suite.  The date of the 
scheduled C/S, patient initials, patient MRN, and the estimated gestational age (GA) were 
entered onto the excel data collection tool.   After the date of the scheduled C/S, the electronic 
health record was accessed once again and the following information was entered onto the excel 
data collection tool: 
 Confirmed GA 
 
 Time of birth 
 
 Newborn temperature in the OR 
 
 Whether or not there was documentation of skin-to-skin contact in the OR 
 
 Whether or not the newborn breastfed in the OR 
 
 The time the mother and newborn were moved to the Post Anesthesia Care Unit (PACU) 
 
 Newborn temperature in the PACU 
 
 Whether or not there was documentation of skin-to-skin contact in the PACU 
 
 Whether or not the newborn breastfed in the PACU 
 The time the mother and newborn were transferred to the postpartum unit 
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 The method by which the newborn was being fed during the last 24 hours prior to 
hospital discharge: 
o Breast milk feedings only 
o Breast milk and formula feeding 
o Formula feeding only 
 
 Names of the interdisciplinary team that participated in the delivery  
 
Once all of the above information was entered into the data collection tool for a particular case, 
the patient initials and the MRN were deleted from the excel document.   
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Chapter Four 
Implementation of Practice Change 
Communication of Intent to Change Practice. Once the stakeholder champion team 
agreed to the protocol and an implementation date, the L&D nursing staff were educated on the 
upcoming change of practice during their unit staff meeting, as well as a posted ISBAR and FAQ 
document. Education of the obstetric, anesthesia and neonatology physicians occurred primarily 
through email communication and discussion at the OB Operations Council Meeting.  This DNP 
student wrote up a concise email that explained the upcoming change in practice, why this 
change was important, how this change would affect their practice as a healthcare provider, and 
what the team needs from them as individual practitioners.   This DNP student also made regular 
visits to Labor and Delivery to have one on one conversation with the staff and physicians, 
throughout the education and implementation process steps.  There were no cost associated with 
the education, as the time spent on education was covered by this DNP student and her clinical 
immersion hour requirement. All education took place outside of this student’s normal work 
hours and the time spent on this project was tracked. 
Attempt was made to attend the OB residents meeting, to share this project with their 
team.  Unfortunately, their meeting schedule was tight and they were unable to accommodate this 
presentation into their agenda prior to go-live.   In addition to attending other various nursing and 
interdisciplinary meetings to share this information regarding the change in practice, two 
different written documents were created and distributed.  The first written document was 
created in ISBAR format (Introduction, Situation, Background, Assessment, and 
Recommendation), which is the preferred format for communication at OSUWMC (Table 4).  
The second document was a FAQ document that defined skin-to-skin, the benefits of skin-to-skin 
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contact, and from a safety perspective, what the team should be aware of when a mother and her 
newborn are in skin-to-skin contact (Table 5).    
Dry Run and Debrief. Once education took place, the stakeholder team planned a dry 
run day to identify any potential barriers or unforeseen problems with implementation. The date 
of the dry run was picked with the goal to have as many of the project champions working that 
day as possible, as well as having a patient that met the criteria for this project.  Following the 
dry run, no suggestions for change to the protocol were suggested by those team members 
involved.   
 “Go-live” Experience. Actual project implementation date was Tuesday, January 26, 
2016 and skin-to-skin care of the newborn became the standard of care for all scheduled C/S 
with term newborns, whose mothers intend to breastfeed.  Project champions as well the other 
healthcare team members were aware of the go-live date.  Patients were identified as potential 
candidates based upon the established protocol.  From verbal conversations with a variety of the 
project champions, along with retrospective chart reviews, the first 10 days of the project 
appeared to be going well.  Approximately 10 days into the project, the staff and project 
champions were asking clarifying questions about role delineation, and the retrospective chart 
review documentation indicated that patients were not consistently being offered the opportunity 
for skin-to-skin contact.  A meeting was scheduled which included nursing leaders, physician 
leaders, project champions and other concerned individuals.  Concerns were addressed, and a 
mutually agreed upon plan was created by nursing and anesthesiology that addressed the issues 
raised.     
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Meeting resolution included the following: 
 The nursing staff would no longer ask anesthesia to watch the newborn, even for a 
moment.  Anesthesia physicians stated they are not comfortable assuming responsibility 
for the newborn while the baby nurse goes across the room to get another blanket or to 
obtain other needed items.   
 The baby nurse will no longer be expected to administer Vitamin K and Erythromycin 
eye ointment to the newborn while in the OR.  The administration of these medications 
will be postponed until the mother and the newborn are transferred to the PACU. 
 The sole responsibility of the baby nurse in the OR is to watch over the newborn, ensure 
safety, monitor the vital signs, assist with skin-to-skin contact and breastfeeding, and 
facilitate bonding.  The baby nurse is to remain close to the head of the bed while the 
newborn is in skin-to-skin contact.   
 At the end of the meeting, it appeared that all attendees were satisfied that they had an 
opportunity to share their concerns openly and professionally, and they seemed agreeable with 
the decisions made by the workgroup.   Unit nursing leaders communicated this plan to the 
remainder of the nursing team and this DNP student followed up with individual unit champions, 
concerned physicians and nursing leaders.   
Results of the Practice Change. As previously mentioned, beginning January 26th, skin-
to-skin contact in the OR between a mother and her newborn, was the new standard of care for 
all term, scheduled C/S deliveries whose mothers intended to breastfeed.  Compliance with the 
new protocol and assessment of the outcomes were evaluated via a retrospective chart review.   
The following data was collected for each of the operative deliveries between January 26, 2016 
and February 25, 2016.  
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 Newborn temperature in the OR 
 Whether or not skin-to-skin contact was initiated in the OR 
 Whether or not the mother breastfed her infant in the OR 
 Newborn temperature in the PACU 
 Whether or not skin-to-skin contact was performed in the PACU 
 Whether or not the mother breastfed her infant in the PACU 
 What method of feeding the mother was using for the last 24 hours prior to hospital 
discharge (breastmilk only, breastmilk and formula, or formula only) 
From January 26, 2016 through February 25, 2016, there were 31 C/S deliveries at OSUWMC 
that were term, scheduled C/S deliveries whose mothers intended to breastfeed.  The 
retrospective chart review results are listed below. 
 Temperature in the OR 
o 0 newborns had a temperature below 97.0 ax 
o 8 newborns had temperatures above 98.6 ax  
 Skin-to-Skin Contact (Refer to Appendix 4).   
o 12 of the 31 patients had documentation of both skin-to-skin contact and 
breastfeeding in the OR:  39% 
o 5 of the 31 patients had documentation of skin-to-skin contact in the OR: 16% 
o 3 of the 31 patients breastfed only, while in the OR: 10%  
o 11 of the 31 patients did not experience skin to skin contact nor breastfeeding in 
the OR:  35% 
 1 mother was unable due to maternal acuity 
 1 mother refused 
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 9 patients did not have any contradictions documented for why skin to 
skin contact could not occur 
 Temperature in the PACU 
o 0 newborns had a temperature below 97.0 ax 
o 10 newborns had temperatures above 98.6 ax 
 Of the 19 patients who had skin to skin contact and/or breastfed their newborn in the OR , 
the following results indicate the method the mother was using to feed her infant at the 
time of  discharge from the hospital (Refer to Appendix 5). 
o 14 of the 19 patients were breastfeeding only:  74% 
o 4 of the 19 patients were feeding breastmilk and formula:  21% 
o 1 of the 19 patients was feeding formula only: 5%   
The literature clearly supports improved breastfeeding initiation and newborn 
thermoregulation when a newborn has the opportunity for skin-to-skin contact with his/her 
mother in the OR.  Analysis of the data from this project also showed a strong correlation 
between skin-to-skin contact in the OR and the percent of mothers who are still breastfeeding 
their newborns at the time of discharge from the hospital, and no newborns had any issues with 
thermoregulation.  Although limited in number, the four weeks of post-implementation data is in 
alignment with the literature.  There were no issues with newborn thermoregulation, and patients 
that were able to participate in skin-to-skin contact in the OR had positive breastfeeding 
outcomes at the time of hospital discharge.  After protocol implementation, 74% of the mothers 
were feeding only breast milk to their newborns (Appendix 5) as compared to 47% during 
calendar year 2015 (Appendix 3). Patient Satisfaction Scores were out of scope for this project, 
however a positive comment was returned on a Press Ganey survey, indicating extreme 
SKIN-TO-SKIN CONTACT 36 
 
satisfaction with the ability to participate in skin-to-skin contact with her newborn in the 
operating room.    
Discussion. As clinical scholars and leaders within the healthcare arena, it is our job to 
challenge the status quo and encourage transformation of healthcare in order to optimize patient 
outcomes (Porter-O’Grady & Malloch, 2011).  As a healthcare leader and DNP student, this 
student spent a lot of time communicating the need and importance for implementation of skin-
to-skin contact as the standard of care.  Emphasis was also placed on energizing the stakeholders 
so that the change becomes engrained into the daily workflow and culture of the organization.  
As with all new initiatives, there were some challenges along the way.    
   What went well?  There were several steps along this process improvement journey that 
went well.  First of all, this DNP student knew most of the RN and Physician/LIP staff prior to 
proposing this evidence based process improvement project.  As a result, there was a positive 
rapport already established with these individuals. This was extremely helpful as this student was 
already aware of the culture on the nursing unit, the current working relationship between nurses 
and the other disciplines within L&D, and this student had a good idea of who would be a 
candidate to be one of the project champions.    
 What were the opportunities? This DNP project involved a change in workflow for four 
different healthcare professional groups. Those include L&D RNs, Anesthesia, Neonatology and 
the Obstetric team.  OSUWMC is an academic teaching institution, which further increases the 
number of individuals who need to be aware of this change in practice.  As a result, 
communicating this evidence based process improvement change to all individuals was a bit of a 
challenge.  Additionally, communicating this information in a way that they would all come 
away with the same mental model, was very difficult.  As the DNP leader, I was the vehicle for 
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the process change, however I relied on my project champions to help reinforce this information 
with their prospective teams.  Some champions were more engaged than others, and some were 
willing to reinforce the information with their colleagues, while others took a much more passive 
approach.  As mentioned previously in this document, Everett Roger’s Diffusion of Innovation 
Model was the theoretical framework for this project.  The project champions that were chosen 
were primarily from the early adopter group.   Identification and engagement of the early 
adopters was important, however this student came to realize that this alone may not be enough 
to drive this initiative forward.  Those project champions must also have the confidence to 
challenge their co-workers, and be able to work collaboratively with the other disciplines within 
the OR, to work out the minor differences before they escalate into a bigger issue.  If teamwork 
and critical thinking are not present between the project champions and the rest of the healthcare 
team, the patient will not receive the appropriate intervention (skin-to-skin contact) nor the 
benefits. 
 As mentioned previously, at one point in the initiation of the practice change, evaluation 
of the audit tool began to reveal that not as many patients’ were receiving skin-to-skin contact in 
the operating room as were eligible for the intervention.  At this time, this student also started to 
get emails from several project champions and a concerned physician.  These team members 
were asking for clarification about their role with the skin-to-skin initiative, and they were 
voicing concerns about the lack of collaboration by other champion groups. As a result, during 
the 3rd week of this project, this DNP student arranged a meeting to discuss the issues.  All of the 
project champions were invited, as well as the nursing and physician leaders within the 
department, and the other individuals who had expressed concern.  The reasons for project 
implementation were reviewed, along with the current concerns that had been expressed by the 
SKIN-TO-SKIN CONTACT 38 
 
various parties.  As a group, the attendees came up with several solutions to those concerns along 
with an action plan on how and when these issues would be addressed.   
Practice Model Use Analysis 
 As depicted in Figure 2, and discussed in the project design, there are six major 
categories in Rosswurm and Larrabee’s (1999) Model for Evidence-Based Practice Change.  In 
Step 1, the stakeholder champions meet with the practice change innovator to review the need for 
the change in practice.  Internal data was shared and compared to what the literature supports to 
be best practice, and what the World Health Organization (WHO) and Healthy People 2020 have 
set as breastfeeding goals.  During Step 2, the project champions would normally locate any 
additional evidence that the group felt was needed in order to answer the identified problem.  In 
the case of this particular project, no additional evidence was needed.  They felt that the topic 
was adequately researched.  Step 3 would be the time when critical analysis of the additional 
research would be completed.  In the case of this project, the project champions did not feel the 
need for, nor did they identify, any additional information for review.  Step 4 involved a creating 
a detailed plan and developing a draft protocol for designing the practice change, identifying 
needed resources, designing a trial run and how it should be evaluated, as well as designing a 
plan for full project implementation (Melnyk & Fineout-Overholt, 2011).  Step 5 consisted of 
conducting the trial run. The outcomes and feedback were used to make minor adjustments to the 
protocol and implementation plan.   Any unforeseen issues can be addressed prior to integrating 
the practice change into the daily workflow (Porter-O’Grady & Malloch, 2011).  Data was 
analyzed every week for the first four weeks of the project.  Trends were shared with the 
stakeholder champions via one to one personal conversation and follow up meetings.  The data 
was also shared through verbal conversation with the nursing and physicians in Labor and 
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Delivery, at unit staff meetings and at the April OB Operations Council Meeting.  Step 6 
involved integrating the practice change into the healthcare environment and plans to continue 
working to maintain the desired change over time.  Beginning April of 2016, responsibility for 
data collection and continued quality improvement was delegated to the nursing leaders within 
L&D.  This DNP student created an audit tool, which contained some components of the original 
audit tool used for this project.  Beginning April 2016, the L&D nursing leaders are encouraged 
to complete 15 random audits per month (Table 6).  These “real time” audits will help them to 
assess staff compliance and any potential barriers that may have evolved over time.  
Additionally, a request will be submitted to the information warehouse (IW), so that the L&D 
nursing leaders are able to obtain compliance information automatically each month.  The team 
is still finalizing the exact components of this data request.  The L&D nursing leaders have been 
encouraged to share both the real time audit results and the IW monthly results with their team at 
monthly staff meetings.  This information will also be shared at the interdisciplinary OB 
Operations Council meeting on a monthly basis.   
This project involved re-allocation of one staff member to be responsible for the care of 
the newborn while in the operating room at all times.  Previously, this nurse assisted the 
circulator while overseeing care of the newborn, but now his/her sole responsibility is to tend to 
and care for the newborn. This is a requirement by the Association of Operating Room Nurses 
(AORN) and the AAP Neonatal Resuscitation Program (NRP).  
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Chapter Five 
Project Limitations  
There are several limitations of this project.  The first one is the limited period in which 
the DNP student had to implement and evaluate the effectiveness of the project.  Due to the 
sequence of events that are needed to meet the DNP program of study, and that of the 
organization where this project took place, this DNP student was only able to review 4 weeks’ 
worth of data post implementation.  During this time, not all staff and providers were exposed to 
this new protocol.  It will take time for this practiced to become engrained into the workflow for 
all staff and physicians.  Once that has occurred, the true impact of this protocol will be felt. 
 One of the other limitations of this project has to do with the narrow scope of the patient 
population.  For the purposes of this project, only scheduled, term C/S deliveries whose mothers 
intended to breastfed, were included in this protocol.  These types of deliveries occur most often 
Monday through Friday, between 7am and 3pm.  As a result, only certain providers and nursing 
staff were exposed to this experience with the skin-to-skin intervention. The literature also 
supports the use of skin-to-skin contact for preterm deliveries as well (Bramson et al., 2010).  
Perhaps expanding this initiative to include preterm deliveries would be beneficial in the future 
as staffing allows. 
 The third limitation of this project is the fact that not all staff within the department had 
the opportunity to participate in, and get comfortable with, this evidence-based initiative.  Until 
all staff, on all shifts, have the opportunity to routinely, participate in deliveries where skin-to-
skin contact is implemented, it will be months before OSUWMC has reliable data regarding 
compliance with initiation in the OR, as well as the impact that the skin-to-skin contact has on 
feeding outcomes at the time of discharge.    
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Implications for Nurse Practice and the DNP Essentials 
 The American Association of Colleges of Nursing (AACN), identifies eight essentials of 
practice for the DNP.  Those essentials include (AACN, 2006): 
1. Scientific Underpinnings for Practice 
2. Organizational and Systems Leadership for Quality Improvement and Systems 
Thinking 
3. Clinical Scholarship and Analytical methods for Evidence Based Practice 
4. Information Systems/Technology and Patient Care Technology for the Improvement 
and Transformation of Health Care 
5. Health Care Policy for Advocacy in Health Care 
6. Interprofessional Collaboration for Improving Patient and Population Health Outcomes 
7. Clinical Prevention and Population Health for Improving the Nation’s Health 
8. Advanced Nursing Practice  
As DNP leaders, it is important to approach our daily practice keeping all eight of the above-
mentioned essentials in mind as we interact with our patient and colleagues.  We need to be 
cognoscente of how our implementation strategies affect others within the organization, how 
they affect patient outcomes (short-term and long- term) and what opportunities there are to 
shape public policy so that legislation aligns with evidence based practice initiatives that affect 
nursing practice.  As healthcare leaders, it is our professional responsibility to look at healthcare 
from a more comprehensive perspective, so that our decisions and nursing interventions are not 
created or maintained in a silo.    
  Initiating skin-to-skin contact in the OR as the standard of care for all term, scheduled 
C/S that intend to breastfeed, will have positive short term and long term impacts on the health of 
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the patient population served (DNP Essential VII).  Nurses are in the unique position of being 
able to dramatically influence the success of evidence-based interventions such as skin-to-skin in 
the OR.  It is the responsibility of DNP leaders to understand the short and long-term health 
impact that evidence based initiatives can have on our patient population (DNP Essential II).  
This impact must be communicated to the rest of the healthcare team so that the most informed 
decisions can be made, and so that they realize how impactful their interactions with the patient 
really are.  As leaders, we must ensure that our organizational policies and procedures are in 
alignment with the body of evidence and advocate for state and federal legislation that support 
healthcare best practice.  There is no one more qualified than advance practice nurses to 
influence governmental policies that affect nursing practice delivery of care, and health outcomes 
(Milstead, 2013).   
Dissemination Plans 
 Dissemination of findings and lessons learned are key components of any DNP project.  
According to Moran, Burson and Conrad (2014), dissemination of the project, outcome and 
lessons learned is just as important, if not more important, than the actual project itself.     
The results of this project were shared internally at department staff meetings and operation 
council meetings.  In addition to disseminating the result internally, another appropriate avenue 
would be to share the results at a local, state or national conference.  This student will be 
speaking at the 2016 Ohio AWHONN nursing conference, which will take place in September 
2016.  This student also plans on submitting an abstract for a podium presentation at the 2017 
national AWHONN conference.  If the podium presentation for the national conference is not 
accepted, this student will create an abstract for a poster presentation at the same above-
mentioned conference.  This DNP student would also like to publish the journey of planning for, 
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and implementing, skin-to-skin contact at OSUWMC.  This student plans to submit an abstract to 
either Nursing for Women’s Health or JOGNN in 2017. 
Summary  
In summary, implementation of skin-to-skin contact in the OR as the standard of care for 
all scheduled, term Cesarean Section deliveries whose mothers intend to breastfeed, is a low 
cost, evidence-based intervention that has the potential to provide numerous short and long 
benefits to the mother and her newborn.  Even though the intervention is low tech, the disruption 
in workflow for the L&D nurses, anesthesiologist, neonatologist and obstetricians can be 
extensive and difficult to adjust to.  Dedication, teamwork and excellent communication amongst 
the interdisciplinary team is crucial for implementing this type of change and sustaining that 
change over time.  A committed leadership team and regular follow up is also paramount for 
project success.  DNP leaders are excellent candidates to lead implementation of evidence based 
practice improvement initiatives due to our skills in leadership, change theory, health promotion 
and project implementation.   
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Appendix 
Appendix 1  
PROTOCOL: SKIN-TO-SKIN CONTACT IN THE OPERATING ROOM 
**PATIENT POPULATION: ADULT WOMEN, SCHEDULED, TERM CESAREAN BIRTHS WITH THE INTENT TO 
BREASTFEED** 
 
 
 
 The L&D RN will identify all women (18 years of age, or older) scheduled for a term C/S delivery who intend to 
breastfeed.  For the purposes of this protocol, “term” indicates gestational age of 37-42 completed weeks. 
 
 The mother is brought to the operating room (OR) and placed on the operating table in the usual manner.   
 
 During procedure sign in, the circulating RN will communicate to the OR team that the patient is having a 
scheduled, term delivery and she has the intent to breastfeed.  Early skin-to-skin contact will be anticipated.   
 
 Anesthesia personnel will place ECG patches laterally away from the mother’s chest.   The mother’s gown will be 
left untied, and mother’s arms will be unrestrained.  IV poles will be positioned below the arm boards whenever 
possible to allow more room for access to the chest area under the drape.  
 
 Once the mother is covered in sterile drapes, the circulating RN will notify the neonatology team of the pending 
delivery per the established OB STAT call system.  Upon arrival, the neonatology team will prepare the radiant 
warmer and test the emergency equipment in the usual fashion. 
 
 After delivery, the newborn will be taken to the radiant warmer by the neonatology team to be dried, stimulated, 
and receive a set of vital signs and  Apgar scores, as is currently the routine.  
 
 Once the newborn is medically stable, as determined by the neonatology team performing the newborn 
assessment, and the initial Apgar score is 7 or greater, a hat and diaper will be placed on the newborn.  The 
neonatology team will transfer the newborn to the mother.   The newborn will be placed horizontally skin-to-skin 
onto the mother’s chest.  The newborn and mother will be covered with warm blankets.   
 
 Once the neonatology team has reported off to the 2nd L&D RN (baby nurse), the neonatology team will exit the 
operating room. Subsequent vital signs will be completed by the baby nurse while the mother and newborn are in 
skin-to-skin contact. 
 
 The baby nurse will remain at the head of the table, continuing to assess the newborn, taking vital signs per 
newborn protocol and assuring that the mother continues to desire skin-to-skin contact. The baby nurse will 
facilitate breastfeeding if the newborn shows signs of initiating breastfeeding. 
 
 If the newborn becomes unstable or shows signs of distress, the baby nurse will take the newborn to the radiant 
warmer and attend to the newborn. The circulating RN will call for the neonatology team to return to the operating 
room if needed. The neonatology team will remain with the newborn and facilitate transfer of the newborn to the 
appropriate nursery. 
 
 If the condition of the mother deteriorates, anesthesia will request the baby nurse remove the newborn 
immediately from the mother’s chest.    The newborn will be placed under the radiant warmer still under close 
observation of the baby nurse or appropriate designee. 
 
 At no time will Anesthesia or the circulating RN be responsible for the care and/or monitoring of the newborn.  
This is the responsibility of the baby nurse or qualified designee. 
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Appendix 1 (continued) 
 
 Should staffing or high patient census be such that a baby nurse cannot remain in the OR for the duration of the 
procedure and until the mother and newborn are move to the PACU,   the newborn will be taken to the nursery and 
will be reunited with the mother at a later time or upon her transfer to the postpartum unit. 
 
 After surgical repair of the mother is complete, the newborn will be wrapped in warm blankets by the baby nurse, 
and the newborn will be held by either the father, family member or the baby nurse, while the mother is 
transferred from the operating table to the stretcher. 
 
 Once the mother is stabilized and secure on the stretcher, the newborn may be given back to the mother who is 
encourage to hold the newborn during the administration of Vitamin K.  The newborn is then placed on the 
mother’s bare chest in skin-to-skin fashion.   Together the mother and newborn will be moved to the Post 
Anesthesia Care Unit (PACU) along with the circulating RN. 
 
 While in the PACU, newborn vital signs, assessments and routine care/treatments may be performed on the 
mother’s chest.  Should skin-to-skin contact be discontinued in the PACU, the newborn will be placed under the 
radiant warmer if available.  If a radiant warmer is not available, newborn will be double wrapped and held by a 
family member.   
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Appendix 2 
 
November 2015
Pre-Implementation Data
Breastmilk Only: 71%
Breastmillk and Formula: 21%
Formula Only: 8%
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Appendix 3 
Calendar year 2015 
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breastfeed
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hour of birth
% of Mothers breastfeeding at
discharge
Data represents  770 healthy full term infants, 
who were delivered via C/S at OSUWMC during 
calendar year 2015
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Appendix 4 
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Appendix 5 
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Tables 
Table 1 
Levels of Evidence
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Table 2 
Evaluation Table 
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Table 3 
Phillips and Fenwick Principles of Family Centered Maternity Care (FCMC) 
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Table 4 
Initiation of Newborn Skin-to-Skin Contact in the Operating Room Following Scheduled Cesarean Section 
 
Introduction:  The literature has shown that early skin-to-skin contact between a mother and her newborn has 
multiple health benefits.  The mother experiences improved bonding and attachment to the newborn, higher maternal 
satisfaction with the hospital experience, and an increased sense of mastery and confidence in the ability to 
breastfeed.  The newborn has improved thermoregulation, a decrease in salivary cortisol (stress) levels and improved 
breastfeeding initiation.    
 
Situation:  At The Ohio State University Wexner Medical Center (OSUWMC), skin-to-skin contact is frequently 
offered to patients who delivery vaginally, but this practice is not routinely offered to patients who deliver by 
Cesarean Section (C/S).  
 
Background: Exclusive breast milk feeding rates are one of the Perinatal Core Measures that are reported to The 
Joint Commission on a quarterly basis. Despite multiple health benefits to both the mother and the newborn, hospital 
policies and existing practices can be a significant barrier to initiating skin-to-skin contact in the operating room.    
 
Assessment:  Despite supporting evidence and position statements by the American College of Obstetricians and 
Gynecologist (ACOG), the American Academy of Pediatrics (AAP) and the Association of Women’s Health 
Obstetric and Neonatal Nurses (AWHONN) that support early skin-to-skin contact, OSUWMC has not yet 
implemented skin-to-skin contact in the operating room as the standard of care.  
 
Recommendations: Beginning, Tuesday, January 26th, skin-to-skin contact should be implemented for all term, 
scheduled C/S’s according to the established protocol.  For all other C/S deliveries, skin-to-skin contact should be 
encouraged whenever possible providing that the mother and newborn are stable.  Skin-to-skin contact and 
breastfeeding should be documented in the delivery summary for all patients as appropriate.   
 
Questions:  Please contact any of the following individuals…… 
 Ruth Labardee:  ruth.labardee@osumc.edu or 614-366-1802 
 Susan Hale, Tonya Brockman, Angie Gross or Tiffany Long     
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Table 5 
                                                 Skin-to-Skin Contact FAQ 
Skin-to-Skin Contact, Definition of:  Skin-to-Skin contact is defined as placing a naked baby prone on the 
mother’s bare chest.  The newborn should have a hat and a diaper on, and a warm blanket should be placed across 
the mother and newborn. 
During Cesarean Section  After Vaginal Birth or in PACU 
 
Due to spacial constraints in the OR, 
typically the baby is placed horizontally 
across the mothers chest 
 
 
 
 
In most cases, the baby should be placed 
vertically on the mothers chest, between her 
breasts 
 
 
 
  
What are the benefits of skin-to-skin contact? There are numerous benefits to both the mother and the newborn.  
Benefits to the newborn include improved thermoregulation, a decrease is cortisol levels (stress hormone), 
decrease crying, and improved breastfeeding initiation and duration of breastfeeding.  Benefits to the mother 
include improved attachment and bonding, improved patient satisfaction scores and greater confidence in her 
ability to breastfeed.   
Is there anything that I should be aware of? The literature states there are no known risks associated with skin-
to-skin contact.  However, there is a phenomenon known as Sudden Unexpected Perinatal Collapse (SUPC). This 
is a condition in which a previous vigorous, spontaneously breathing newborn unexpectedly becomes apneic. 
Incidence of SUPC ranges between 2.6 and 38 cases per 100,000 births (Ludington-Hoe & Morgan, 2014).   
 1/3 of the cases tend to occur during the first 2 hours after birth 
 1/3 of the cases occur between 2 hours and 24 hours after birth 
 1/3 of the cases occur between 1 day and 7 days after birth 
Those patients who are at high risk for SUPC include mothers who are primiparous, obese, tired and/or 
sedated by narcotics or magnesium sulfate.  When these mothers have their newborn prone in skin-to-skin contact, 
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or they are breastfeeding, it is important to have someone watching over them to ensure the mother doesn’t fall 
asleep and that the newborn is safe (Ludington-Hoe & Morgan, 2014).  Even though SUPC is a rare occurrence, 
awareness of this phenomenon and being alert to the potential is in the best interest of both the mother and the 
newborn. 
Why are we encouraged to administer Vitamin K to the newborn, while the mother is holding the baby?  The 
pain associated with an injection causes distress and anxiety in the newborn. Holding the baby and/or breastfeeding 
at the time of the injection, makes the pain more tolerable, decreases anxiety for the newborn and enhances well-
being (Thomas, Shetty & Bagali, 2011).  
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Table 6 
Skin-to-Skin Contact Audit Tool  
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Figures 
 
Figure 1. Diffusion of Innovation Theory 
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Figure 2.  Model for Evidence-Based Practice Change 
 
 
Figure 3.  DMAIC Process 
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Figure 4.  DNP Project Timeline 
 
 
 
